Background: There has been growing interest in the potential of emerging internet-delivered psychological treatments for supporting the mental health needs of university students. However, no large-scale prospective effectiveness trials examining their real-world potential have been reported. Objective: The aim of the current study was to evaluate the acceptability and effectiveness of a brief, 5-week, internet-delivered and therapist-guided intervention for anxiety and depression, when delivered as part of routine care by a university counselling service. Design: A large, prospective, single-group Phase-IV clinical trial. Students (n = 1326) engaging with the university counselling service were provided the opportunity to receive the intervention based on their preferences and identified needs. Students completed standardised measures of anxiety and depression at pre-treatment, each week of the intervention, post-treatment and 3-month follow-up. Results: Over a 4 year period, 1081 students (10% of those presenting to the counselling service) participated in the intervention. Large clinical reductions in symptoms of both anxiety (% reduction = 41%; Cohen's d = 0.94) and depression (% reduction = 36%; Cohen's d = 0.81) were observed alongside high levels of acceptability. The intervention required relatively little counsellor time (M = 36.28 mins; SD = 20.56) per student, and symptom deterioration was observed in less than 5% of students.
Introduction
Psychological distress and disorder are common among university students, and appear to be more prevalent among university students than the general population (Stallman, 2010) . Recent epidemiological research indicates that approximately 20% of university students meet diagnostic criteria for an anxiety or depressive disorder during their first year of university . The presence of anxiety and depression can lead to poorer academic performance, including drop out (Auerbach et al., 2016; Bruffaerts et al., 2018; Alonso et al., 2018) . Reflecting this, most universities now offer a broad range of services and programs to support the mental health needs of students while at university. However, a key challenge is how to support the mental health needs and build the resilience of students in an accessible and cost-effective way (Eisenberg et al., 2007; Stallman, 2010; Storrie et al., 2010) .
One innovative approach that is attracting considerable interest is the use of online or internet-delivered psychological interventions Cornish et al., 2017) . Internet-delivered interventions provide the same information and teach the same skills as in-person treatment, but provide this information via structured online materials or modules . Internet-delivered interventions also often involve brief regular clinician contact via telephone or a written communication system. There is now substantial evidence from randomised controlled trials for the efficacy, acceptability, and accessibility clinician-guided internet-delivered psychological treatments for anxiety and depression among community dwelling adults (e.g., Olthuis et al., 2016; Andersson et al., 2019; Titov et al., 2017; Lee et al., 2017; Sztein et al., 2018) .
A number of clinical trials have examined the efficacy and acceptability of internet-delivered interventions for university students with broadly positive findings (Harrer et al., 2018; Farrer et al., 2013; Davies et al., 2014; Nguyen-Feng et al., 2017) . The findings of these studies have been broadly positive, with a recent systematic review and metaanalysis finding evidence of small but meaningful intervention effects on symptoms of depression and anxiety (Harrer et al., 2018) . However, the findings of small overall effects need to be considered in light of several key methodological limitations present across available studies, including high attrition rates (e.g., sometimes > 70%), relatively small sample sizes (e.g., often less than 100), the use of incentives for participation (e.g., course credit, payments), a reliance on convenience samples (e.g., recruitment of non-treatment seeking students, undergraduate psychological cohorts), and samples who, on average, do not have clinical difficulties in the domain of interest (e.g., anxiety or depression) . Reflecting this, the same meta-analysis (Harrer et al., 2018) finding evidence of larger clinical effects where students had clinicallevel difficulties, the intervention was based on the principles of cognitive behaviour therapy, students were not incentivised (e.g., paid) to do the intervention, the intervention was at least 4 weeks in duration, and students were actively seeking help themselves.
To date there have been no prospective effectiveness trials examining internet-delivered interventions when provided as part of routine care for students seeking care from university counselling services. Large scale effectiveness trials of internet-delivered psychological interventions are essential for understanding the real-world potential of such treatments as routine care (e.g., Mohr et al., 2017a Mohr et al., , 2017b Mohr et al., , 2018 Ruwaard et al., 2012; Williams and Andrews, 2013; El Alaoui et al., 2015a; Hadjistavropoulos et al., 2016; Hobbs et al., 2017; Newby et al., 2017; Titov et al., 2018; Hedman et al., 2014; Headman et al., 2013) . This is partly because the participants recruited into highly controlled clinical trials, and the requirements of those trials, often differ to those found in routine clinical care settings (Mohr et al., 2017) . However, a core characteristic of routine care is that real-world contextual factors (e.g., organisational structures, culture, policies, procedures and staff) influence how a treatment is implemented and delivered, which can affect uptake, acceptability and effectiveness in ways not observed in early-phase controlled trials (e.g., Nilson, 2015) . Reflecting the challenges of implementation, several trials of internet-delivered interventions in routine care settings have failed to reproduce the outcomes reported in early-phase randomised controlled trials (e.g., Gilbody et al., 2015; Kenter et al., 2015) .
The aim of the current study was to evaluate an internet-delivered and therapist-guided intervention for anxiety and depression, when delivered as routine care for students attending a university counselling service. The current study reports outcomes of the intervention offered to students (n = 1326) over a 4-year period. During this time, three distinct changes occurred in the context of implementation, which affected the way students were referred to the intervention and the way it was offered. Thus, providing an opportunity to compare outcomes under different conditions of implementation. 
Methods

Participants
Participants were university students who presented to the Macquarie University Counselling and Psychological Services (CAPS) for counselling and psychological treatment. One-thousand three-hundred and twenty-six students were offered the intervention. Students were eligible to if they: (1) were a student of the university; (2) selfreporting symptoms of stress, anxiety, low mood or depression (no formal cut-offs on questionnaires or diagnostic criteria were employed); (3) wanted psychological treatment; and (4) were not at imminent risk of suicide (indicated by the presence of a plan and intent, and an inability to guarantee immediate safety) or (5) were receiving cognitive behaviour therapy elsewhere. No other exclusion criteria were applied. Participant flow throughout the study is shown in Fig. 1 .
CAPS is a free service offered by Macquarie University, Australia, to students. CAPS primarily provides face-to-face individual counselling and psychological treatment. Students can access CAPS services by contacting the clinic via telephone, email, online or by physically visiting the clinic. During the study, CAPS employed the equivalent of between 8.4 and 11.1 FTE mental health clinicians, and was open 5 days a week between 8am and 6pm. The management of CAPS made a strategic decision to trial an internet-delivered intervention (named the UniWellbeing Course) with the aim of reducing barriers to care and managing demand on the service. Recognising the potentially disruptive nature of this service model, the principles guiding the implementation included that: (1) the internet intervention would only be included as a permanent CAPS' service based on demonstrated clinical effectiveness and acceptability to students; (2) details of the service model would evolve based on evidence and need; (3) initially a small group of interested therapists would be involved in delivering and promoting the intervention but more would be trained based on demand.
Study design
A prospective longitudinal single-group open trial design was employed. Participants were administered standardised questionnaires at pre-treatment, each week during the course, at post-treatment, and at 3-month follow-up. The study was approved by the Human Research Ethics Committee at Macquarie University and the trial was registered with the Australian New Zealand Clinical Trials Registry (ACTRN12614001099617).
Recruitment and enrolment
Upon first engagement with CAPS, students complete an online or paper and pencil intake questionnaire about their current difficulties, mental health status, personal safety, and the kind of assistance they are seeking. This form and the CAPS website provide information about CAPS services, including counselling services and the UniWellbeing Course. Intake questionnaires are reviewed and students are telephoned to confirm the information provided and complete a personalised needs assessment. Based on this assessment and student preferences, the counsellor then refers the student to the most appropriate CAPS services, including the UniWellbeing Course.
Between October 2014 and September 2018 three different pathways to accessing the UniWellbeing Course were employed at CAPS. These pathways evolved over time as the UniWellbeing Course was integrated into CAPS and counsellors became more familiar with the intervention. The three pathways are outlined below:
(1) Specialist Triage Pathway operated between October 2014 and May 2016. In this pathway, all CAPS' counsellors could refer students to the UniWellbeing Course. However, no student could enter the course without first also being assessed by one of these two counsellors who had been trained in the intervention. One of these two counsellors would contact students via telephone (following referral) to discuss the course and assess whether it suited their needs and preferences. The duration of these initial discussions was approximately 15 min per student. These two counsellors were also responsible for guiding students through the intervention. (2) Direct Referral Pathway operated between May 2016 and September 2018. In this pathway, all CAPS counsellors could refer students directly into the UniWellbeing Course. To support this pathway, all CAPS counsellors and staff were provided with training around the intervention by the CAPS counsellors who had, by this point, accumulated significant experience in assessing students for the intervention and supporting students through the intervention. However, the two trained CAPS counsellors remained responsible for guiding students through the intervention. (3) Self-Referral Pathway operated between September 2016 and September 2018. This pathway was introduced to enable students to self-refer into the UniWellbeing Course via the CAPS intake questionnaire. This pathway was implemented several months after the Direct Referral Pathway was first introduced. The aim of this pathway was to remove barriers for students. Following completion of the CAPS intake questionnaire, an administration officer would contact students by phone or email to quickly check the student's suitability and answer any questions they had. The student would then be enrolled in the intervention.
Following enrolment, students received an email providing key information about the UniWellbeing Course (e.g., important dates, course materials, weekly phone or online message contact by a psychologist, and information about questionnaires). On the first day of the course, enrolled students were sent an email providing their secure login details and information for starting the course.
The intervention
The internet-delivered intervention used in the current study was the UniWellbeing Course. This is a brief, therapist-guided and transdiagnostic psychological intervention designed to provide psychoeducation and teach psychological skills for managing stress, anxiety, low mood and depression. The intervention has been revised over time (Mullins et al., 2015) and designed alongside another brief transdiagnostic intervention for young adults (Johnston et al., 2014; Dear et al., 2018) . The course is based on the principles of cognitive behaviour therapy and comprises 4 online lessons and 4 downloadable lesson summaries with homework activities. The online lessons are released over 5 weeks and each takes between 15 and 20 min to complete. The lessons are presented in the format of a slide show, with each lesson comprising between 40 and 60 slides, and each slide containing between 100 and 200 words. The content is a mix of didactic information and case stories and examples from students, which help to show how the information and skills can be applied in the context of their everyday lives. In addition to the lessons and downloadable summaries, several additional resources covering different topics are provided and several additional detailed case stories are provided. See Table 1 for the content and structure of the course.
The UniWellbeing Course was administered through the eCentreClinic's software platform and accessible via secure login at the eCentreClinic's public facing website (www.ecentrecinic.org). The eCentreClinic is a specialist research unit at Macquarie University that develops and evaluates internet-delivered interventions and has developed a range of interventions employed at several online mental health services (e.g., Titov et al., 2017; Hadjistavropoulos et al., 2016; DaPonte et al., 2018) . The eCentreClinic was responsible for providing access to its software platform and the intervention, the initial training and supervision of staff, and as-needed advice to CAPS concerning the management of the intervention within its services. The integration of the intervention into the service, the provision of the intervention and all aspects of clinical care were managed by CAPS.
In the first week of the course, one of the trained CAPS counsellors would attempt to contact the students via telephone to introduce themselves and help students get started on the course. The counsellor would attempt to contact students each week of the course either via telephone or a secure messaging system, based on student preference. The counsellors aimed to reinforce progress, describe and summarise key skills, encourage practice and lesson completion, and normalise challenges. Counsellors attempted to limit phone contact to approximately 10 to 15 min per week, although more time was allowed as required. Students were informed that they could contact their counsellor by telephone or private message at any time, with an understanding that the counsellor would return contact within 48-h. Automated emails (populated with students' names) were also sent to students during the course to advise when a new lesson was available, remind them about lessons they had not completed, encourage engagement and skills practice, and normalise the challenges of learning new skills.
Counsellors
The CAPS counsellors were registered psychologists with at least 1 to 2 years clinical experience. Training was either provided by BFD, who is a senior clinical psychologist with more than 8 years' experience developing, evaluating and delivering psychological treatments remotely, or by a senior CAPS counsellor who is a registered psychologist and has worked on the UniWellbeing Course since it was launched in 2014. Weekly training and supervision was provided by BFD until each counsellor was competent and confident with working remotely. Supervision was then provided on an as needed basis. The details of all contact with students was recorded.
Measures
Demographics
Students provided the following demographic information: age, gender, student residency status, marital status, educational attainment, employment status, current university enrolment status and mental health history (e.g., experience with anxiety and depression, mental health service use, medication use).
Symptom measures
The primary symptom outcome measures were the Patient Health Questionnaire-9 (PHQ-9, Kroenke et al., 2001 ) and the Generalized Anxiety Disorder-7 (GAD-7, Spitzer et al., 2006) . The PHQ-9 contains nine items that measure symptoms of low mood and depression. Scores range from 0 to 27, with higher total scores representative of greater depressive symptomatology. The GAD-7 contains seven items and measures symptoms of anxiety. Scores range from 0 to 21, with higher total scores representative of greater generalised anxiety symptomatology. PHQ-9 and GAD-7 Scores ≥ 10 have been used as a clinical cutoff after which people are likely to have an anxiety or depressive disorder (Spitzer et al., 2006; Kroenke et al., 2001 ).
Treatment satisfaction
Treatment satisfaction and acceptability were assessed at posttreatment using three questions taken from other studies (e.g., Dear et al., 2018) : (1) 'Overall how satisfied were you with the course?'; (2) 'Would you recommend the course to others?'; and (3) 'Was it worth your time doing the course?'. Participants responded to the first question using a 5 point Likert scale, which ranged from 'Very Satisfied' to Table 1 Timetable and Content of the UniWellbeing Course . 'Very Dissatisfied', and the latter two questions with a 'Yes' or 'No' response.
Data analysis
All analyses were conducted using SPSS version 22. To handle missing data, adjusted longitudinal generalised estimating equation (GEE) models were used to generate replacement values for all missing cases. Consistent with methodological guidelines (Little and Ruben, 2014) and recent applied methodological studies (Karin et al., 2018) , these adjusted GEE models accounted for participants' baseline symptom levels as well as the number of treatment modules completed; given these have been identified as important non-ignorable missing data mechanisms. No data was available for participants who did not start the intervention and they were therefore not included in any analyses.
GEE analyses were also used to explore changes in participants' symptom levels as measured by the PHQ-9 and GAD-7 over time (Karin et al., 2018) . All GEE models specified a gamma distribution with a log link response scale to address positive skewness in the dependent variable distributions and an unstructured working correlation matrix. These models enable the measurement of patient change over time and produce change coefficients that reflect the average percentage change from baseline. SPSS pairwise comparisons were used to explore and understand any significant main and interaction effects observed in the GEE analyses. No adjustments were made for multiple statistical comparisons in the current trial.
Several different statistics were calculated for comparison and benchmarking purposes. First, the average percentage change across time was calculated from the GEE analyses with 95% confidence intervals. Second, Cohen's d effect sizes and 95% confidence intervals were also calculated based on the estimated marginal means derived from the GEE models. Effect sizes were calculated using a Cohen's d pooled standard error formula:
In this formula, X 1 is the pre-treatment score and X 2 is the posttreatment (or follow up) score of each condition.
SD pooled was calculated as: In this formula, N 1 is the sample size at pre-treatment, N 2 is the sample size at post-treatment (or follow-up), SD 1 is the standard deviation at pre-treatment, and SD 2 is the standard deviation of the posttreatment (or follow-up). Third, the proportions of people deteriorating (i.e., symptom deterioration ≥ 30%), not improving (i.e., symptom deterioration ≤ 29% and symptom improvement ≤ 29%), making minor improvements (i.e., symptom improvement ≥ 30%) and making major improvements (i.e., symptom improvement ≥ 50%) were calculated. This approach was employed based on findings of recent methodological research showing proportional change can be an optimal statistical method for presenting symptom data, and that symptom changes ≥ 30% are rare in the absence of treatment and therefore can be considered evidence of a minor treatment effect (Hiller et al., 2012; Karin et al., 2018; Karin et al., submitted) . The use of changes ≥ 50% is a relatively common approach for operationalizing major clinical changes in symptoms of anxiety and depression (e.g., Cuijpers et al., 2014; Hiller et al., 2012) . Importantly, these analyses excluded any participants without any symptoms of anxiety or depression at pre-treatment (i.e., defined as total scores ≤ 4 on each respective measure).
RESULTS
Participant characteristics
Information about uptake of the internet intervention is shown in Table 2 . Of note, 10% of students presenting to the counselling service for counselling were referred for the UniWellbeing Course. Information about participant characteristics are provided in Table 3 . Comparisons of the three referral pathways identified some minor differences between the groups. The most marked difference was that the Direct Referral Pathway and Self-Referral Pathway had a significantly higher proportion of international students than the Specialist Triage Pathway. Note. Numbers and percentages are rounded to nearest whole number. a Two participants from treatment sample not included; put into treatment in forth quarter of 2018.
Table 3
Brief demographic and clinical characteristics. Note. Standard deviations are shown in parentheses. All data was self-reported. Numbers and percentages are rounded to nearest whole number.
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Data collection
Seventy-seven percent of students provided data at post-treatment and 62% provided data at 3-month follow-up. There were no differences in the proportions of students in each referral pathway providing data at post-treatment (Wald's χ2 = 5.48, p = .064). However, differences did emerge at follow-up, with more participants providing data in the Specialist Triage pathway (72%; Wald's χ2 = 29.07, p < .001) than the Direct Referral pathway (55%; p < .001) and the Self-Referral Pathway (63%; p = .044). There was also some evidence of more participants providing data in the Self-Referral pathway than the Direct Referral pathway (p = .050).
Attrition, adherence and treatment completion
Details of participant flow are provided in Fig. 1 . Of note, 81% of participants referred started the intervention and 59% read all 4 lessons.
Some differences were present between the three referral pathways in terms of attrition, adherence and treatment completion. The students in the Self-Referral Pathway were more likely to start the intervention (86%; Wald's χ2 = 8.07, p = .018), compared with participants in the Specialist Triage (77%; p = .001) and Direct Referral Pathways (78%; p = .005). However, students going through the Specialist Triage pathway were more likely to complete the intervention (66%; Wald's χ2 = 13.53, p = .001) than students from the Direct Referral pathway (56%; p = .001) and the Self-Referral pathway (53%; p = .005). Some minor differences were found regarding logins between the referral pathways, with the participants in the Self-Referral pathway logging in more times on average (8.70; Wald's χ2 = 6.32, p = .042) than those in the Direct Referral pathway (7.50; p = .015). There was no difference between the referral pathways in the amount of time spent online reading the lessons (Wald's χ2 = 0.41, p = .812)
Counsellor time
The mean total counsellor time per student for treatment was 36.28 min (SD = 20.56), which was comprised of answering and making calls (M = 11.08; SD = 3.74) as well as sending and responding to secure messages (M = 20.77; SD = 18.36). Students entering via the Specialist Triage Pathway used more counsellor time during treatment (48.42 mins; Wald's χ2 = 308.38, p < .001) than those who entered via the Direct Referral (29.31 mins; p < .001) and the Self-Referral (26.51; p < .001) pathways.
Clinical outcomes
The overall means, standard deviations, percentage reductions and Cohen's d effect sizes for the outcome variables are shown in Tables 4  and 5 . The GEE analyses revealed a significant overall time effect for depression (Wald's χ2 = 1326.04, p < .001) and anxiety (Wald's χ2 = 1372.25, p < .001). Pairwise comparisons revealed significant improvements in anxiety and depression symptoms from pre-treatment to post-treatment (p < .001), and from post-treatment to 3-month follow-up (p < .001). There were no significant time by referral pathway interactions for either anxiety (Wald's χ2 = 2.03, p = .729) or depression (Wald's χ2 = 3.31, p = .507), indicating that students improved similarly over time irrespective of the referral pathway.
Clinical significance and deterioration rates
The overall proportions of participants making clinically significant change and reporting symptom deteriorations at post-treatment are shown in Table 6 . Fifty-nine percent and 66% reported clinically meaningful improvements in symptoms of depression and anxiety, respectively. Four percent of participants experienced deteriorations in Table 4 Means, standard deviations, percentage change and effect sizes by referral pathway. Note. Standard deviations are shown in parentheses for the means and 95% confidence intervals are shown in parentheses for effect size and percentage change statistics. PHQ-9; Patient Health Questionnaire 9-item. GAD-7; Generalised Anxiety Disorder 7-item questionnaire.
a The percentage change from baseline statistics are estimates of relative change derived from the GEE models conducted separately for each outcome.
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Overall satisfaction
Seventy-five percent of participants reported being 'satisfied' or 'very satisfied' with the intervention overall. Twenty-two percent reported having 'neutral' satisfaction and 3% reported being 'dissatisfied' or 'very dissatisfied'. Ninety-three percent reported they would 'recommend the course to others' and 91% reported it was 'worth their time'. There were no differences between the different referral pathways in terms of overall satisfaction (Wald's χ2 = 1.65, p = .437), willingness to recommend (Wald's χ2 = 0.38, p = .827) or finding the intervention worth their time (Wald's χ2 = 0.17, p = .916).
Clinical outcomes by initial symptom severity
Mean symptom scores and 95% confidence intervals over time are also shown for each initial symptom category in Figs. 2 and 3 . The GEE analyses revealed significant interaction effects of initial symptom severity and time for anxiety symptoms (Wald's χ2 = 117.06, p < .001). Pairwise comparisons indicated that participants experienced improvements in symptoms between pre-treatment and post-treatment irrespective of the initial severity of participants' symptoms (ps ≤ 0.024). Further improvements between post-treatment and 3-month follow-up were observed for participants with initial symptoms in the mild and moderate ranges (ps < 0.001). Participants with no symptoms (that is, total scores ≤ 4) had their symptoms increase by a very small amount between post-treatment and 3-month follow-up (p = .033), while the symptoms of participants in the severe ranges were stable over this period (p = .798).
The GEE analyses also revealed significant interaction effects of initial symptom severity and time for depression symptoms (Wald's χ2 = 73.71, p < .001). With the exception of participants with no symptoms (p = .219), pairwise comparisons indicated that participants with mild, moderate, moderately severe and severe symptoms reported improvements between pre-treatment and post-treatment (ps < 0.001). With the exception of participants with no (p = .627) and mild symptoms (p = .963), further improvements between post-treatment and 3-month follow-up were observed for participants with moderate, moderately severe and severe symptoms (ps < 0.015).
Discussion
The present study reports the results of a large prospective phase IV trial evaluating the acceptability and effectiveness of a brief internetdelivered and therapist-guided intervention when provided as a part of routine care by a university counselling service. Large clinical reductions were observed in symptoms of both anxiety and depression, with high levels of acceptability. The findings of the current study extend on the early-phase clinical trials reported to date, highlighting that Note. Standard deviations are shown in parentheses for the means and 95% confidence intervals are shown in parentheses for effect size and percentage change statistics. PHQ-9; Patient Health Questionnaire 9-item. GAD-7; Generalised Anxiety Disorder 7-item questionnaire. a The percentage change from baseline statistics are estimates of relative change derived from the GEE models conducted separately for each outcome. Note. Percentages rounded to the nearest whole number. Deterioration was defined as a deterioration in symptoms ≥ 30% from baseline. Non-response was defined as a deterioration in symptoms ≤ 29% and any improvement in symptoms ≤ 29%. A minor improvement was defined as an improvement in symptoms ≥ 30% to ≤ 49% from baseline. A major improvement was defined as an improvement in symptoms ≥ 50% from baseline.
internet-delivered interventions can be integrated successfully into the routine services of university counselling services.
Over the course of the study the context of implementation changed considerably. Specifically, the student counselling service changed the pathways through which students could access the intervention, largely with the goal of simplifying and increasing student access. While some differences were found in terms of uptake, engagement and clinician time, satisfaction levels and the clinical outcomes of students in each of the pathways were similar, and relatively high. This indicates the results of the intervention were relatively robust and consistent despite not insignificant contextual changes. More broadly, this indicates that different pathways through which people access internet interventions (as with face-to-face interventions) are likely to be associated with different levels of engagement and completion, but may not have marked impacts on average outcomes; provided the majority engage with the intervention.
A possible success factor of the current trial is that the intervention was not implemented as a replacement for traditional face-to-face services, a requirement before being able to access face-to-face services, or with the expectation that it would be suitable for all or most students wanting counselling. Instead the intervention was implemented as another, potentially more convenient and less counsellor-intensive, treatment option that counsellors and students could use based on need and preference. Reflecting this, 10% of students presenting to the university counselling service for counselling participated in the intervention; compared with approximately 15% of all presenting students engaging in ≥ 3 sessions (e.g., what might be considered a course of therapy) with a university counsellor face-to-face. This approach was taken for a range of reasons including the broad range of causes for psychological distress (many of which do not require a course of therapy), and the knowledge that students often have preferences for what kind of treatment, if any, they are willing to pursue. Importantly, 10% uptake may be considered low, but it represents a meaningful proportion of students when considered alongside the proportions engaging in a course of face-to-face therapy (i.e., 15%) and the many reasons why students present to student counselling services (e.g., issues around academic progression, acute distress around exams or exam failure, accommodation issues, relationship issues), many of which do Fig. 2 . Change in anxiety symptoms based on initial symptom severity. Fig. 3 . Change in depression symptoms based on initial symptom severity.
B.F. Dear, et al. Journal of Affective Disorders 256 (2019) 567-577 not warrant internet-delivered or face-to-face therapy. It is possible that the internet intervention might be suitable for a larger proportion of students than those referred, and a larger proportion of all students at university. However, this remains an empirical question that can be explored in the future, while paying close attention to acceptability, engagement and clinical outcomes. To our knowledge, the present study is the first to report outcomes of an internet-delivered intervention for university students embedded in routine care. This builds on a growing body of work reporting outcomes of internet-delivered interventions in routine care (e.g., Ruwaard et al., 2012; Williams and Andrews, 2013; El Alaoui et al., 2015a; Hadjistavropoulos et al., 2016; Hobbs et al., 2017; Newby et al., 2017; Titov et al., 2018) . However, it also extends this work by providing an example where the clinical service was managed by an organisation primarily concerned with the delivery of traditional face-to-face psychological services. This highlights that, when provided with the necessary systems, treatment protocols and initial support and training, interested and established mental health services can successfully offer internet-delivered interventions alongside their other services. It is likely that the gradual bottom-up process of implementation, driven by counsellors within the service, and bolstered by on-the-ground evidence of clinical effectiveness for students, was an important factor in the successful implementation of the intervention into the service.
The findings of the current study need to be considered alongside a number of limitations. Firstly, as a Phase IV trial of an internet intervention in routine care, there was no control group and so the contribution of time and other factors to the clinical outcomes cannot be ruled out. Moreover, no comparable data was available from the faceto-face counselling provided to students. Secondly, as a routine care study, only limited data on students' clinical histories and difficulties was available, and only two symptom measures could be administered. Similarly, limited data about the reasons why some participants did not start or complete the intervention was collected. Having more data about these issues would be very informative and represent avenues for future research. Third, although very high for a routine care setting and handled with conservative intention-to-treat analyses, outcome data was only available for 77% of students at post-treatment and 62% of participants at 3-month follow-up. Fourth, the current study employed a validated intervention that has been developed over several years and the intervention was implemented into a university counselling service, where the students are generally young and online learning and technology are a key part of their lives. Caution is therefore needed in generalising the findings to other internet interventions or clinical settings (Mohr et al., 2018) . Fifth, it could be questioned whether the current study reflects a real routine care evaluation given the involvement of clinical researchers from a research unit specialising in internet interventions. However, apart from initial training and supervision, all aspects of clinical care were and continue to be managed by the student counselling service.
In summary, the current study aimed to examine the acceptability and effectiveness of an internet intervention when offered as routine care by a university counselling service for students with anxiety and depression. There are few examples of the successful implementation of emerging internet interventions into routine care settings, and no published prospective trials of these interventions within university counselling clinics where there has been much discussion about their potential. In this study, the internet intervention was offered alongside traditional face-to-face counselling services and was used by approximately 10% of students presenting for counselling each year. The intervention was found to be acceptable and most referred students engaged well with the intervention, with good clinical outcomes observed. The findings of the current study highlight that internet interventions can be successfully employed as routine care for university students with symptoms of anxiety and depression.
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